—_—

ClaloYlon2o

K &hika

/" APPLICATION FORM FOR ASSISTANCE (Healthcare)
weTam BY SETT WY (g tarae) Yocadstion
mmmoun JLFGGIQPOW'(\ mun éLyﬁqm kg Wk o e
NAME of APPLICANT : m- 3
peichali [nuJaL Deast 43 r
FATHER S/SPOUSE™S NAME
fasps W == . ,
P : ADORESS A4 Y
g8 VA5 S =LY g Prcep  fonfo
e (012.9) lhuddi Devy
OAIE._ 0% TIBONE
T i A I
e NG e ves NIt
PAN No. e son
ummuwr(iwiuv‘:ﬁ' '&',"‘6 S

FAMILY DETAILS wftam firses

Sz No. Neme of F Memiber Age (Yourn) Geonder Telation with Applicant
== W % W =W ™ (w) fofm % WM
4 [~ | LAY Vi
| Ravn NopUakh m [ = — B —ZON
| Rahi Maszida 2. =" o B o
for (Tick whicheves s appicable)
wpren % fird ey e
8P Card Cortificate
{Attach Card Copy) (Atach Cotmcats Copy) (hach Sop) Lo A
it tep % N ymm = e vy e = s 9 v
(wezn v W) wow ¥ v Wt (e w1 ¥ ww i v wh) (vam v 9w v oy wh
“PURPOSE" for REQUESTING ASSISTANCE:
wem by et feeld W et
Sr. No. Medical Roportu/Prescripticas Attached
¥4 W memddmwm
S 10\
| & — LIS
N
S AQeH (\’LETJ STCS 4 1 0]
ASSISTANGE BEING AVAILED for SAME "PURPOSE” from OTHER SOURCEY
wﬁniﬁx’damﬂ::ﬂﬂhwa?
St ho. WAME of OTHER SOURCE AMOUNT of ASSIGTANCE BEING AVAILED
w9 W =4 @R W " @ nf wrem vl
A SOEH




DECLARATION by AFPLICANT: S5its DU Wvey T,

ﬂbhnb;wﬁmtdd“hﬂhmmfmbubﬂdwm Aqry false statomant will render my Agplication 3 ongoing
Habie for resctionoanoslieon.

2) | solemnly confirm Sl assistance, ¥ received from Koshika Foundation, will Do used only for the “purposs”, as stated In this Foem, for which such

was regsesiod by me

3} | heraby confim Shat | havve not 8 will not In future, aval of reimbursement, In pant o in full, Srom any other sourceisnpicyerfinsurance company, of he
for which s assistence s requested.

1) & wen wor { O e owen 4 ot ok vl feere 30 wend ¥ sge we ol i b ot Wi S o wee s v e € 90 woos fee o) w wed €
2) % gu v W e wrh R e L m Tt R P i et s wess t e
1) e wur {  Pem wows §3 o ol ¥ o £, ofe w affew w o e el e defondn wsed 8 v o e b vl e @ b

AGREEMENT by APPUCANT (awbow D0 war)

1) By afaing my sigrature or thumd ingression on this Form, | (Applicant) herelry agree & authonse Xoshika Foundalion snd if's Trustess ©
usepudiahiput-upeproducs my name, addiess, pholo & Cotalls of the “purpode”, far which such assistance is requesied/Jranied, through sny
medium, Inciuding but not lmitod 10 veebsl, print, slectronic, for soliciing dorations for Koshika Foundation andior disseminating Infarmation about s
activites/achievoments. Such wse of my photo § detalls can be made by Koshiks Foundation before or &f%ar my treatment or fulfilment of the “purpose”
for which assstance iy Deing requesied.

2) 1 (Applicant) further ngroe that any such use of my name, address, photo & details of the “purpose”, for which such assistance s requestedigrenied,
will not automaticully entitie me for receiving or confinuing the said assistance, The decision for gtanting and/or confinuing the assisiance wil rest sclely
with the Trusioes of Koshika Foundation, and their decision is this regard will be final 8nd scoepiable (o me.

1) YU 9w wvd voewr w sk o Bt e, @ (sodor) vl ured W YR wor € o “wifires it e wod sl * o sfoqn wn { e e,
wn, w2 e @ e g over A O £, 3 Ceifow oe v, oR, wvns it Wi 9 9 ARl st avelied @ o e O ver e

W pute wet o fieg adge §) 40 vy e Seon 4 mve @ wpd @ ax § et © ey “wifore el @ s afeps §

2) 4 (evies) v o 8 wese 0 4 v, v, ol ol e o v ¥ wehl @ wfts £ W W o W veor W o W el Y

“wifpwr® Te T wiid W Tl e el wsoerl) v

APPLICANT'S SIGRATURE OR LEFT THUMS BMPRESSION :
seies ¥ vt w W W P

S e
, VAL
% mlr»‘

SN AGREEMENT by NOSPITAL (wwoun! g0 w0T)

By mwdwmwummwummmmwn
(Mospatal) heroly afirm & sccept following:
1) that we nelther ate presently nor will in future aval of financial assistance from enother NGO or sny oibor source, Kr Bio seme patent/case, 3 we are
requesting o pot rom Koshika Foundalion, 1o %e extent thal such sssistance ls granted by Koshika jon. I the requesiad assistance s rol granted
by Keshika Foundation, in part of In full, $hen the Hospital reserves s right o make up e shortall from another NGO or any other sourcs. This
confirmation wiates that the Maspital will not avell any duplicate sssistance for the same patient/case from sy othar NGO or any cther source,
2) The aasistance from Koshvia Foundation e only financial in neture. The choloe of the treatmentivocedure advisediconducied by the Howpita! on the
patient, is based on the amengement Detween the patient & the Hospltal, and Ia in ro way nuonced by Koshika Foundation. Hance, the Hospitel will

assurme 50lo & comolote responsdillty of the trestment & Iy cutcome & safety of the palient, snd Xoshika Fousdation will have no role or mesponsidility
0 he matier

vt g, vt W o @ ol dd W “sifee Wt § Als e 6 et W ol £, f v (e B wsR d e e e st )

1) o B o o wdoy abe v o e o Pl wipen el Ac weel deey w ferl s v % om SRt O w A of £, 44 Ny oel “aem wreder®
¥ frwfinfiess 3w ¥ v ¥ “sifen wrbis po w3 & b @ Csfen e e woes e afsrass B e 9 e o o e
et sr &t orwrd o w Bl S wreney B e N W sy e vo £ e e € e em wr B e oema it wee e el By Aot
it wewtt ew @ e o aer @t B

L “wifew w4 @ of ween S frfire syt 9 hooR W e pe O of vy w e v sveesien W er Ot o yeren

o v v §ab Cuitfe e oo v e w o e @ st wee F 39 8 pva e s st wl o wd

o i by v W W yiva w bl vo e € o

RECOMMENDED FOR ACCEPTENCE

| whegh @ fg wh
S s TOT PRIYAAGRAWAL Z—
demunts | MCINO-58417 .\
S

\6\ M cosssssassansossons 9 » 9 [Nams, Designation & Stamp
{Nam= of Dr. & Regn, Wo. with Stamp) on behalf of
‘&é WROW T Ve Tt w5 ¢ 7%yt sfeqe afewd
FOR INTERMAL USE of KOSHIKA FOUNDATION  s=its 7van
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
) yew | ol pe 2

&f-” i

09.08.2018



